What struck me first was how differently he has interpreted the word 'relevant' in the context of the subject under debate. As I understand it he would have liked the discussion to have centred on the relevance of academic departments to day-to-day general practice. However academic departments in the present structure are to a large extent concerned with providing for students before graduation. Thus they must-concentrate their activity on the education of all students, over half of whom will not go into general practice. What lessons shall be taught and learnt varies in different medical schools and clearly cannot be enumerated fully here. However, most schools clearly state that teaching will not concentrate on the running of a general practice as this is more the province of vocational training.
It is an accident of history that postgraduate medical education, both vocational and continuing, is the responsibility of regional postgraduate medical education committees, postgraduate deans, regional advisers and general practice subcommittees. As a result of this structure, university departments play a relatively small part in postgraduate education. Nevertheless, there is everything to be gained by cooperation between these two organizations with integration where possible.
Dr Fry makes certain statements which are not accurate. He states that there are departments of general practice in all but three medical schools. That there is a general practice 'presence' is true but in only a minority is there a full university department. In a number of instances the allocation of academic sessions adds up to less than one full-time member of staff: not generous with an entry of, say, 100 students a year and a teaching commitment in 2 or 3 academic years. Also, though there may be some professors of general practice who do not look after patients; this is not the rule. Their staff and others with academic appointments are almost invariably in active general practice. However, it must be conceded that there are differences from typical general practice; either in a university practice or when a general practitioner is spending a considerable amount of time outside his practice, say more than 3-4 sessions a week, in academic work. Are these differences all bad or do they not make some positive contribution?
We must thank the Royal Society of Medicine, and you sir, for allowing time and space to air this topic: and I would endorse Dr Fry's last comment that there are many problems facing the new departments and they require time to solve them. Yours sincerely BERNARD REISS 
August 1977
The Pelvic Ureter From Dr Don Skinner Ladysmith, Natal, South Africa Dear Sir, It is surprising that Mr Michael Brudenell in his article on the pelvic ureter (March Proceedings, does not sufficiently stress the importance of ureter identification in avoiding ureteric damage, with particular regard to abdominal hysterectomy.
The ureter can be seen and palpated during abdominal gynecological procedures and, if the principles of inspection and palpation of this structure are observed by the surgeon, the incidence of injury is minimized. All textbooks of gynxcological surgery stress the importance of ureter identification during radical hysterectomy for malignancy but where routine abdominal hysterectomy is concerned the accent on ureter identification is not sufficiently stressed.
The following suggestions are not original, but may be helpful to those in training:
(1) Avoidance of injury at pelvic brim during combination of hysterectomy and salpingooophorectomy: (a) When the anatomy in this area is relatively normal the ureter can be clearly seen by elevating the infundibulopelvic ligament at its uterine or distal end. Indeed, through careful inspection peristalsis may frequently be observed. If the surgeon uses a clamp across the infundibulopelvic ligament the ureter can then be placed under direct vision or palpated. Preferably no clamp should be used and a suture on a round-bodied Mayo type needle can be passed with a safe distance between the vascular structure in the ligament and the readily seen or palpated ureter. The structure is then divided in usual fashion. (b) Should there be anatomical distortion in this area, e.g. tubo-ovarian mass, previous pelvic inflammatory disease, endometriosis &c., and the ureter cannot be seen (it is surprising even in these circumstances how frequently it can be seen if sought) it can still usually be palpated. This is dependent on the degree of pathology present. The anatomy should be restored to as near normality as possible. If the surgeon is unhappy about this and he cannot see or feel the ureter, he should divide the round ligament between two clamps gaining access to the potential space between the anterior and posterior leaves of the broad ligament and developing this space by gentle sharp and blunt finger dissection. This is a relatively avascular process and the ureter can either be seen or easily palpated between finger and thumb on the posterior leaf of the broad ligament even if there is considerable thickening of the latter structure. Once this has been achieved, dissection and mobilization of diseased structures with application of clamps or sutures can confidently proceed.
(2) Avoidance of injury at level of uterine vascular clamps and lower portion of ureter and bladder: (a) Whether tubes and ovaries are removed or retained, the principle of developing the potential space in the relatively avascular broad ligament permitting direct visualization or, at least, palpation of the ureter prior to dissection of the bladder off the anterior surface of the supravaginal cervix permits uterine vascular clamps to be placed with complete confidence even at the right angle to the uterus. The uterine vessel clamps should be snugly applied to the uterus 1-3 cm above the external os, the jaws of the clamps slightly overlapping the uterus anteriorly and posteriorly. When divided the clamps can be rotated gently in a downward and outward direction to below the level of the external os of the cervix. Any bleeding from the cervical branch of the uterine artery may easily be controlled by application of a curved clamp in the secure knowledge that the ureters are lateral to the uterine vessel clamps. (b) When the surgeon is faced with a narrow pelvis, an obese patient and particularly a long cervix, division of the pubocervical fascia (also forming the roof of the ureteric canal) and mobilization downwards towards the bladder to below external os level adds further protection to the bladder and lower ureter. Having achieved this, a single clamp can be applied with confidence on either side across the lower part of the transverse cervical and uterosacral ligaments including the vaginal angles, as the ureters are now lateral and below the level of application. His one assertion that 'the exact diagnosis is mainly of interest to those concerned in the final treatment' is not only bad adviceif it is intended to be advice -but it is actually dangerous. The most important single factor in the management of the conditions under discussion is that such cases are not missed at the first point of referral, that is by the ophthalmologist, neurologist, or neurosurgeon.
The second point made by Mr Schurr, which implies, even though it is not quite stated, that confrontation examination with a pin is a sufficient visual field examination, could not be more misleading. The fact that it is 'even employed by
